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Prop Adap tation Technic 


) These pictures are typical of the many inform- 


ative illustrations contained in the booklet, 


“Proper Adaptation of Steele’s Trupontics.”’ 


The loose, free fit essential to the correct adaptation 
of Trupontics to tissue may be easily obtained by 
following the technic described in 


this booklet. 


Send today for your copy of 
“Proper Adaptation of Steele’s 


Trupontics.’’ Usecoupon, page 294. 


The Columbus Dental Mfg. Company 
Columbus, Ohio, U. S. A. 
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About 
CONTRIBUTORS 


Don E. WOODARD (D.D.S., 1923, State 
University of Iowa College of Dentistry; 
M.S.D., 1930, Northwestern University 
Dental School) has written four previous 
articles for this magazine. A STABILIZING 
APPLIANCE FOR TREATMENT OF FACIAL 
FRACTURES is typical of the careful 
_workmanship displayed by Doctor Wood- 
ard in his contributions to the dental 
literature. 


IRVING E. LABY (D.D.S., 1919, Chicago 
College of Dental Surgery) described 
his practical MODIFIED PORCELAIN 
JACKET CROWN in June, 1936 for us 
when he was a Chicago dentist. His 
nt article on PORCELAIN-OCCLUSAL 
LD CAST CROWN is sent from Cali- 
fornia where Doctor Laby has recently 
been licensed to practice. 


SIDNEY S. JAFFE, D.D.S. (Georgetown 
University, 1905) is the author of two 
chapters on immediate gold dentures 
included in Nichols’ PROSTHETIC 
DENTISTRY, published in 1930; also, a 
chapter on cast gold dentures in the same 
Sock. Doctor Jaffe holds the rank of 
Lieutenant Commander in the U.S. Navy 
Reserve Dental Corps. Doctor Jaffe was 
among the early writers for the reorgan- 
ized DENTAL DIGEST in 1932. IMMEDIATE 
DENTURES appeared in March, 1932 and 
was followed i FULL DENTURE PROS. 
THESIS: STANSBERY’S TRIPOD AND 
CHECK-BITE TECHNIQUE in January, 


A. LAURENCE DUNN (A.B., University 
of California, 1917; D.D.S., University 
of Southern California, 1923) illustrated 
an article by E. D. Shooshan, D.D.S. of 
Pasadena, California which appeared here 
in December, 1936. These illustrations 
approached the ideal in dental photog- 
raphy and Doctor Dunn was invited to 
illustrate an article of his own. A SAFE 
TRANSITIONAL PARTIAL DENTURE ap- 
peared as a result in February of this 
ear. And now, PLANNING INVISIBLE 

RGINS FOR ANTERIOR’ BRIDGE 
ABUTMENTS represents another article 
easily candiewed to the operating room. 
Doctor Dunn produces his illustrations 


with a miniature camera with which few 


amateurs have such successful results. 
The forthcoming edition of the LEICA 
MANUAL, a photographic handbook, will 
include a chapter on dental photography 
by Doctor Dunn. 


Victor H. FRANK (D.D.S., 1921, Uni- 
versity of Pennsylvania) as a specialist 
M exodontia wrote a helpful article on 
ODONTIA FOR THE GENERAL PRAC- 
TITIONER for DIGEST readers in January 
last year. He now makes an original 
pful suggestion on the use of finger 
g exodontia. 
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A Stabilizing Appliance for Treatment 


of Facial Fractures 


DON E. WOODARD, D.D.S., M.S.D., Kansas City, Missouri 


MAXILLARY INJURIES are increasing 
greatly. This may be attributed to: 
(1) present-day high speed, (2) high 
level dashboards and steering wheels, 
(3) shatter-proof glass and high- 
backed seats. 

learly became dissatisfied with the 
ysual methods of support of maxil- 
lary fractures: plaster head caps, 
tape and stocking arrangements; and 
many of the other prevalent ideas— 
all of which have some unsatisfactory 
features. I sought to develop an ap- 
pliance that would be universally ap- 
plicable; flexible enough to meet all 
requirements; easy to apply and ad- 
just with a minimum of discomfort 
to the patient and with maximum 
efficiency in stability and support. An 
appliance was gradually developed 
for the specific purpose of reduction 
and fixation of maxillary fractures of 
all types and as an accessory in some 
mandibular cases. 
The first requisite of any cast or 


Fig. 1—Anterior view of appliance on 
model, showing details of construction. 
Vertical bars can be attached at any place 
on halo, offering stability in any position 
in arc. One side may be locked and traction 
applied through rubber bands attached to 
posite side to tip maxilla in any direction. 

en tipping is necessary, a splint over 
teeth instead of wires is preferable. 


Fig. 2—Details of wire attachment of ap- 
pliance to teeth. Attachment is by means 
of loop slots. Turnbuckles allow adjust- 
ment in any direction and firmly lock ap- 
pliance. Upward traction can be stopped 
and desired ition maintained wilbone 


danger of drifting. 


Fig. 3—Right lateral view, showing de- 
tals of lacing head appliance and fixation 
of arches. 


Fig. 4—Left lateral view, showing details 
of design of temporal section of head cap 
to fit around ear; also note occipital lock. 
Head appliance is usually fitted to head 

means of lacings pon | then tightened 
y drawing up straps on occipital section. 


Fig. 5—Cast splint with lateral bars as- 
sembled on cast of upper jaw. 


Fig. 6—Cast splint with lateral bars re- 
moved from slots. 


supporting appliance is_ stability. 
Plaster head caps heretofore have 
been the best means to that end; 
however, they are dirty, heavy, un- 
comfortable, difficult to apply cor- 
rectly, and once applied cannot be 
easily changed or removed or re- 
placed. Furthermore there has never 
been developed any accessory to the 
head cap to provide maximum ad- 
justment either in reduction or fixa- 
tion. 


Construction of Appliance 


1. In the appliance illustrated in 
this article a four-part padded 
leather adjustable head piece forms 
the base which may be adjusted to 
virtually any head size; it can be 
easily fitted, removed or adjusted, 
and locks firmly in place. 

2. The base is usually lined with 
one-fourth inch felt for comfort and 
cleanliness. 

3. To this base is next attached a 
stainless steel halo by means of three 
threaded dowels in the temporal and 
frontal plates. 

4. This halo is perforated every 
one-fourth inch with small holes in 
which stainless steel vertical arms 
are inserted so that they may be 
placed at any position in the arc. 
From these steel arms traction may 
be applied in any direction upon the 
face bones. 

5. Two specially designed stain- 
less steel arch bars are provided with 
tapered ends which are made to par- 
allel the buccal surfaces of the maxil- 
lary bicuspid and molar teeth. These 
may be attached to the teeth by wires, 
splints, or trays. They are heavy 
enough to apply any necessary trac- 
tion and to maintain reduction. 
These arch bars are attached to the 
vertical bars by small turnbuckles 
which allow maximum adjustment 
and positive fixation. 

With this instrument the operator 
is able to apply traction in any direc- 
tion, moving the fragments to their 


proper position and most important 
of all, once this position is attained, 
the fragments are immobilized until 
healing takes place. 

Once the foundation is attained, 
the appliance permits an innumer- 
able number of variations of meth- 
ods of approach and treatment, a few 
of which are herein illustrated. 


Comment 


There is no patent on this ap- 
pliance and it is available to any who 
feel competent to use it, either to copy 
or purchase from the manufacturer. 
It might be well to state, however, 
that fifty-six different designs of the 
head cap assembly alone were tried 


before the right design was found.. 


The vertical bars are now constructed 
to lock against lateral movement 
which was not possible in the earlier 
designs of single rows of attachments 
in the halo. This is the product of 
ten years of research, of trial and 
error, and is offered as an aid in the 
treatment of maxillary injuries. 
1625 Professional Building. 


See Following 
Pages for 
Illustrations 
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Fig. 7 (Case 1)—Anterior traction on both"maxilla and mandible 
i ee in case of multiple fractures. Rubber dam bandage support for 


chin. 

oe " Fig. 8 (Case 1)—Front view of anterior traction. Double bar 
b distributes force to head band more evenly and is more stable. 

Fig. 9 (Case 2)—Maxillary and mandibular fixation in case of 

ot multiple fractures with extreme lateral displacement of maxilla. 

ae Maxilla is first tip back into position (cast splint on upper 

3 3 teeth); then mandibular fractures are immobilized to maxilla. 

Appliance maintained in place for additional stability. 

Be Fig. 10 (Case 3)—Straith method of maxillary fixation with silver 

ae wires through cheeks attached to arches on teeth. This method 
| provides adequate support but lacks sufficient latitude for ad- 
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justment. Maxilla was so broken that lateral or mandibular 
fixation was contra-indicated. 
Fig. 11 (Case 3)—Lateral view; Straith method. In automobile 
accident patient struck steering wheel rim just below nose and 
drove maxilla distally more than 1 inch. So much traumatic 
edema developed in naso-pharynx that tracheotomy was necessary. 
Fig. 12 (Case 4)—Anterior traction on collapsed mandible. 
Maxilla torn loose; the few remaining teeth did not offer sufficient 
anchorage. Roentgenogram (Fig. 3) shows details of injury. 
Fig. 13 (Case 4)—Extent of injury. Triple compound fracture of 
mandible with left lateral displacement. Lower half of maxilla 
distal to left cuspid missing, with large sinus opening into mouth; 
both maxillae loose from skull. 


| 
+ 
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Fig. 14 (Case 5)—Lateral bars attached to teeth by wire loops. 
Fragments reduced and locked into position. In this particular 
case the lower half of right maxilla was lying in floor of mouth and 
at operation was sutured back into place, then supported by 
appliance. 
ig. 15 (Case 5)—Appliance stabilizing upper with Ace elastic 
bandage support of lower jaw. Lateral extension over malar is 
to correct bowing of zygomatic arch (sponge rubber between 
appliance and cheek. ) 


Fig. 16 (Case 6)—Passenger injury; extreme downward displace- 
ment of entire maxilla. (Note position of teeth in relation to nose. ) 
Upward and forward traction by means of wires and rubbers. 
Fig. 17 (Case 6)—Lateral and upward traction to overcome dis- 

lacement. 

ig. 18 (Case 6)—Cast splint on remaining teeth. Maxilla almost 
mtn. thr but needs slight upward pressure at distal. Appliance 
— in anterior region with upward traction at distal of lateral 

ars. 
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Porcelain -Occlusal Gold Cast Crown 


IRVING E. LABY, D.D.S., West Hollywood, California 


IT IS OFTEN necessary to use a bicus- 
pid or molar or both as the abut- 
ment in the construction of a lower 
bridge. It is possible by the use of 
porcelain occlusal facings to show 
no gold on the pontics, but the gold 
abutments spoil the esthetic value 
of the pontics used. The porcelain- 
occlusal gold cast crown abutment 


described herein improves the es- 
thetics because the porcelain shows 
on the abutments as well. 


Indications for Use 

The porcelain-occlusal gold cast 
crown is indicated (1) on lower bi- 
cuspids or molars when the crown is 
to be used as an abutment for a 


bridge; (2) on the tooth that is to 
support the clasp of a removable 
bridge; (3) as the abutment in the 
Chayes type bridge; (4) when it is 
necessary to cover the abutment 
tooth because of extensive decay; 
(5) for esthetic reasons when one 
does not wish to show any gold; (6) 
in general, when it is necessary to 
have an especially strong abutment. 


PORCELAIN- 


GOLD 


SEC 


TION 


Fig. 3 


Fig. 1—Preparation of tooth. 


denture tooth. 


Fig. 3—Cross-section of porcelain- 
occlusal cast gold crown. 
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Fig. 4—Finished crown. 


Technique 


1. The occlusal of the tooth pre- 
pared is cut flat and as much of the 
occlusal surface is removed as the 
tooth will permit without endanger- 
ing the pulp (Fig. 1). The tooth is 
otherwise prepared in the conven- 
tional manner so as to receive either 
a shoulder or shoulderless cast crown. 

2. A tube impression of the tooth 
is taken along with a regular impres- 
sion and bite, as is done for the con- 
struction of a jacket or gold cast 
crown. 

3. The models are run up, and the 
crown may now be constructed. 


4. An ordinary porcelain denture 
tooth is cut down to the cusps; 
enough porcelain is left to supply 
the portion cut from the occlusal of 
the tooth (Fig. 2). 

5. The circumference of the porce- 
lain cusp so constructed is trimmed 
to fit the occlusal circumference of 
the prepared tooth on the die. 

6. The tooth model is waxed to re- 
ceive a crown in the usual manner 
except that the porcelain is inlayed 
on and into the occlusal of the wax 
preparation (Fig. 3). The porcelain 
cusp is removed with extreme care so 


as not to distort the wax pattern. 

7. The wax pattern is invested and 
cast. 

8. The crown is polished. 

9. The porcelain cusp is cemented 
to place in the occlusal of the crown 
thus prepared as one would cement a 
porcelain inlay. 

10. The crown is cemented to place 
in the mouth. 

The result is a gold crown with the 
occlusal surface or cusps showing in 
porcelain; thus an esthetic abut- 
ment tooth has been provided. 


1221 Ozeta Terrace. 


EXAMINATION FOR APPOINTMENT IN THE 
DENTAL CORPS, REGULAR ARMY 


An examination for the selection of candidates for appointment in the Dental Corps, Regular Army, will be held 
during the period August 7-12, 1939, both dates inclusive. | 


The examination, which will include both physical and professional examinations, the latter consisting of writ- 
ten, oral and clinical tests, is open to male citizens of the United States between the ages of 22 6/12 and 31 9/12 years 
at the time of the examination, who are graduates of acceptable dental schools and who have had at least 1 11/12 
years’ subsequent practice in their profession. 


Candidates who have failed more than one previous examination for appointment in the Dental Corps, Regular 
Army, will not be permitted to undergo examination again. 


Full information and application blanks will be furnished upon request to The Adjutant General, War Depart- 


ment, Washington, D. C. Applications will not be considered after July 22, 1939. 


July, 1939 
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A Simplified Technique foe the n 
of Full Dentures 


SIDNEY S. JAFFE, D.D.S., Washington, D. C. 


IN A PREVIOUS article,1 I described a 
precision technique that I believe ful- 
fills all the requirements, both for 
the dentist and the patient. I refer to 
the Stansbery tripod and check-bite 
technique, which I have now been 
using for more than ten years. With 
a slight change in the lower denture 
technique, I am still using this 
method as described in that article 
and I have yet to find any fault with 
it. 

What comprises an acceptable tech- 
nique? It goes without saying that 
there must be perfect adhesion and 


stability of the denture bases at the | 


time of insertion, and at the same 
time the teeth must balance in cen- 
tric and excentric positions without 
adjustments or corrections, at least 
at the time of insertion. That does not 
mean that the patient may not come 
back with a slight sore spot later, 
which indicates that an adjustment 
should be made. But the occlusion 
must be so perfect as to require no 
correction—not even at a later date. 
This is what is meant by a precision 
technique. Any method that carries 
with it a correction technique at the 
time of insertion, or a few days or a 
week later, is not acceptable to me. It 
is not a precision technique if it re- 
quires correction at the time of in- 
sertion. 

The technique to be described here 
is intended for dentists who still in- 
sist on using a plain-line technique. 
This present technique will balance 
the dentures on every excursion with- 
out corrections at the time of inser- 
tion better than any plain-line tech- 
nique; and it will eliminate spot- 
grinding in the mouth, as that will be 
done automatically on the plain-line 
instrument dentists now use. 

Doctors Fournet and Fuller called 
attention to certain reasons why so 
many lower dentures fail and classi- 
fied the steps to overcome this failure. 


Jaffe, S. S.: Full Denture Prosthesis Using 


Stansbery’s Tripod and Checkbite Technique, 
DENTAL DIGEST 39:13 (January) 1933. 


The Dental Digest 


One of the most important steps is 
the precision method of preparing 
the vulcanite tray. One must con- 
demn the knife-trimming of impres- 
sions, which means manual delinea- 
tion of the periphery. Most denture 
specialists are aware that a specially 
prepared tray confines the impression 
material to the required areas, pre- 
vents warpage and distortion of the 
materials, allows for compression or 
relief of the various areas, and makes 
possible the functional molding of the 
periphery, giving maximum retention 
and preventing soreness from over- 
extension. Unless the vulcanite tray 
is properly trimmed, all the desirable 
factors mentioned are impossible. 
Trimming of the tray was formerly 
left to the judgment of the dentist, 
and most dentists were not sure where 
to begin and where to end. Doctors 
Fournet and Fuller have made the 
trimming so plain and has given the 
general practitioner such definite 
landmarks where to begin and where 
to end that even an inexperienced 
dentist by following the steps as de- 
scribed can now produce superior 
lower impressions. Although this 
method has been published, it may 
be worth repeating: 


Lower Impression Technique 

1. Secure an over-size impression 
tray and with a pair of pliers, bend 
the heels upward and at the same 
time bend the disto-buccal flange 
outward and upward so as not to im- 
pinge on the tissues. 

2. Fill the tray with black tray com- 
pound. Allow the compound to stiffen 
slightly and take an impression of 
the mandible, holding the fingers on 
the disto-buccal area so as to get a 
perfect impression of the retromolar 
area and the external oblique line, 
also being sure to go below the mylo- 
hyoid ridges. 

3. Before the impression chills 
completely, remove, and if undercuts 
are still pronounced, trim them with 


a knife (Fig. 1) before pouring the 
plaster cast on which a vulcanite tray 
is constructed (Fig. 2). With this tray 
the operator is ready to proceed with 
the final impression. 

4. Trimming the Tray — In the 
proper trimming of the tray lies the 
entire success of this technique: 

(a) Parallel the tray with the ex- 
ternal oblique ridge on each side up 
to the bicuspid area (Fig. 3). 

(b) The bicuspid and labial edges 
are trimmed until there is no muscle 
interference when the corner of the 
mouth is lifted to test it (Fig. 4). 

(c) Lingually the edge of the disto- 
lingual is trimmed approximately to 
the high tongue position. 

(d) In the mylohyoid region the 
tray is trimmed until the tongue does 
not lift it when placed in the opposite 
side of the cheek. 

(e) In the lingual frenum region 
the edge of the tray is trimmed until 
the tongue can move in any position 
with complete freedom and without 
lifting the tray (Fig. 5). (By move- 
ment of the tongue, I mean protru- 


Fig. 1—Undercuts in primary impression. 
Modeling composition should be trimmed 
before cast is poured on which to build the 
tray. 


Fig. 2—Vulcanite tray before any trim- 
ming is done. 


Fig. 3—Method of trimming tray in exter- 
a oblique area. 


Fig. 4—Tray held gently with left finger 
while lifting lip at corner of mouth with 
right hand. If this procedure lifts tray, the 
tray should be trimmed in bicuspid area 
until it cannot be lifted. This is repeated 
on opposite side and in labial area. 


Fig. 5—Similar procedure as shown in 
Fig. 4, except that the tray should be 
trimmed where tongue lifts it. 


Fig. 6—Difference between a trimmed and 
an untrimmed vulcanite tray. 


Fig. 7—Twelve anterior teeth are set up 
on trubases and adjusted in 
mouth. 


Fig. 8—Small pieces of modeling composi- 
tion are placed in molar area and bite 's 
taken. 
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sion, then placing the tongue into the 
right and left cheek and to the roof 
of the mouth.) 

(f) The heel should extend on the 

face of the ramus for about a half- 
inch above the body of the mandible 
or just under the buccal fold, or above 
the soft pear-shaped area. This com- 
pletes the trimming of the tray, 
which, as has been said, is of para- 
mount importance. 
5. With the tongue at a normal rest 
position, the tray should now have 
stability without suction. If the tray 
has suction at this stage, it is too long 
somewhere and must be shortened. 

6. Final Impression — To take the 
final impression: (a) a small amount 
of heated Dresch’s compound is evenly 
distributed in the vulcanite tray. 

(b) The tray is then placed in the 
mouth under even pressure. 

(c) Remove without chilling and 
if the tray is centered properly and 
no part of the tray shows through the 
compound, it is heated again with a 
mouth blow-torch and returned to 
the mouth under uniform pressure, 
the patient being instructed to raise 
the tongue to the roef of the mouth, 
protrude as far as possible, and move 
to both corners of the mouth. 

(d) Chill and remove. 

(e) Heat, with a blow-torch, the 
edge along the external oblique line; 
if not enough compound is present, 
more should be applied with a tracing 
stick after tempering it in hot water. 


Fig. 9—Bite is placed on plain-line artic 
ulator. 


Fig. 10—Set-up is completed on a plain 
line articulator. 


Fig. 11—Remove lower wax set-up and 
build a modeling composition bite-rim 
to retain vertical dimension and to be 


used for chewed-in bite. 


Fig. 12—Waxed-up teeth are tried in onl 
for esthetics and vertical dimension. Bal- 
ance is not important at this stage. 


Fig. 13—After upper has been processed 
and finished, it is placed in the mouth. 
After heating surface of lower bite-rim, 
patient is requested to go through all 
masculatory movements. Lateral inter- 
ferences are trimmed away. 


Fig. 14—How bite-rim looks after patient 
ed it in with plastic wax placed over 
balanced bite-rim. 


Fig. 15—Chewed-in bite-rim placed on 
articulator. 


Fig. 16—Stone is placed on as carefully 


as for an inlay. 


Fig. 17—Allow painted stone to set before 
the balance is poured. 


(f) Reinsert the tray in the mouth 
and hold it with the fingers of one 
hand while the cheek is forcibly 
drawn up and over the edge, carry- 
ing the surplus compound over the 
top of the tray. It is then chilled. As 
the tray has been paralleled with the 
external oblique line, there need be no 
fear that the buccinator will lift up 
too much modeling composition in 
this movement. 

(g) Muscle-Trimming — At the 
same time proper muscle-trimming 
may be done at this area, for the edge 
of the tray serves as a guide. 

(h) Repeat this movement on the 
opposite side of the mouth; then pro- 
ceed into the buccal-bicuspid area. 
Soften the edge; carry into the 
mouth; hold the tray down firmly and 
draw the cheek and lip upward and 
inward, moving them backward and 
forward at the same time. Chill. This 
should effectually muscle-trim this 
periphery. 

(i) The same should be done on 
the opposite side of the mouth and in 
the incisor region. Muscle-trimming 
of the buccal and labial areas has 
been completed; the lingual must now 
be completed. 

(j) If the compound in the disto- 
lingual border is not folded beyond 
itself, it is a sign that it is too short. 
With a tracing stick, apply more com- 
pound to the mylohyoid areas, one at 
a time, and place the tray back in the 
mouth. The tongue is forcibly pro- 
truded and projected into one and 
then into the opposite side of the 
cheek. Chill and examine. If any 
shortage is evident, fresh compound 
should be added. Failure to have evi- 
dence of folding over of compound 
shows the absence of contact with the 
mylohyoid muscle and will result in 
loss of suction in certain tongue posi- 
tions. 

(k) The lingual frenum area, that 
is, from cuspid-to-cuspid, is heated 
next; the patient is instructed to pro- 
trude the tongue forcibly and to move 
vigorously from side to side to pro- 
vide ample room for unobstructed 
movement. 

(1) Finally, the heels in the ramus 
area are heated, the two sides at once, 
and after inserting into the mouth 
the patient is instructed to close the 
mouth as tightly as possible and move 
the mandible into protrusion and lat- 
eral positions. This will give the heels 


a definite shape and prevent extensive 
length. 

The impression should now have 
thick rounded edges everywhere along 
the periphery. No sharp edges are 
permissible in this technique. 

Testing the Impression—It should 
now be difficult to lift the impression. 
Ask the patient to lower the tongue 
to mid-position. It should still be dif- 
ficult to lift the impression. Ask 
the patient to lower the tongue to 
the lowest position: the impression 
should still have suction. If, in any 
of these positions, suction is lost, it 
may be regained by tracing compound 
where necessary and the border may 
be remolded. Sometimes a leak may be 
detected at the disto-buccal border, 
which would require the same treat- 
ment. The impression should be dried 
and hot paraffin gently painted with 
a small camel’s hair brush around the 
periphery to give an added touch of 
compression to these areas. The im- 
pression is replaced in the mouth and 
the patient instructed to make every 
possible movement with the tongue. 
This the patient should be able to do 
now without breaking the suction or 
in any way disturbing or lifting the 
impression. Grasp the tray by the 
handle and: attempt, by shaking the 
patient’s head, to dislodge the impres- 
sion. Neither a backward push nor a 
forward pull of the head nor an effort 
at side-tipping should displace the 
impression at this stage. 


Upper Impression Technique 

Although my preference is for a full 
modeling compound technique, I am 
confident that any method that works 
well in the dentist’s hands will be per- 
fectly satisfactory. When the impres- 
sions have been taken, and their casts 
poured, the bite is taken. 

Taking the Bite—1. Set up the 
twelve anterior teeth on the base- 
plates; that is, the six uppers and the 
six lowers arbitrarily (Fig. 7), and 
try them in the mouth. 

2. Make approximate corrections 
at this stage for esthetics only. 

3. Place small bite blocks in the re- 
gion of the first molar and the second 
bicuspid on the same baseplates. 

4. Place in the mouth and have the 
patient close his mouth to the desired 
vertical dimension and proper centric 
(Fig. 8). If in doubt of the centric, 
use the method previously described.! 
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5. Place on a plain-line articulator 
(Fig. 9), and finish setting up the 
posterior teeth (Fig. 10); try for es- 
thetics only. — 

6. If not satisfactory or if the bite 
opening is too short or too long, it 
should be corrected at this time. In 
other words, the proper vertical di- 
mension should be established at this 
time if the preliminary bite was 
faulty. (It is desirable to have the 
protrusive record at this time in order 
to obtain the patient’s condylar con- 
dition. The patient’s protrusion is the 
only safe way to establish a proper 
compensating curve.) 

7. The lower teeth, which are still 
in wax, should be set aside. 

8. Build a new baseplate on the 
lower cast and build a modeling com- 
position bite-rim to retain the vertical 
dimension and the proper length of 
the lower teeth. The bite-rim should 
be at least a fourth inch broader buc- 
cally, lingually, and anteriorly than 
the upper teeth (Fig. 11). 

9. Processing the Upper Denture— 
The upper denture is processed and 
completely refinished; the glaze of 
the upper teeth is removed on the oc- 
clusal surfaces. The denture is ready 
for insertion in the mouth. 

10. Recall the patient and place the 
upper finished denture in the mouth. 

From now on the denture is re- 
garded as though it were the patient’s 
own teeth. 

Up to this point the technique did 
not differ materially from any other 
plain-line technique, except that in- 
stead of finishing the two dentures 
together, only one was finished. (It 
would have made no difference if the 
lower had been finished before the 
upper. The technique would have re- 
mained the same.) 

It will be recalled that the waxed- 
up lower teeth were laid aside and a 
modeling composition bite-rim was 
built to retain the vertical dimension 
before the upper teeth were pro- 
cessed. 

11. These lower teeth, which are 
still in wax, are now tried in the 
mouth. We are only interested at pres- 
ent in esthetics and centric relation- 
ship. Occlusion of the posterior teeth 
or even the anterior is of no particu- 
lar concern at this point. Occlusion 
will probably not be satisfactory at 
this stage. 

12. If the lower teeth are esthet- 
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ically satisfactory, lay them aside and 
place the bite-rim just mentioned in 
the mouth and have the patient close 
down on it (Fig. 13). 

13. If the fit on the bite-rim is not 
suitable, heat the surface of the bite- 
rim slightly with a blow-torch and 
have the patient bite down on it 
enough to even it up, being sure not 
to heat too much, so that the patient 
will not lower the vertical dimension. 

14. Remove from the mouth and 
chill. 

15: It is likely that there will be 
imprints of some of the upper teeth 
in the modeling composition. Scrape 
with a sharp knife to remove the lat- 
eral interference but not to obliterate 
all the imprints, for by doing that the 
vertical dimension would be lowered. 

16. From molar-to-cuspid, a sec- 
tion at a time, heat each section with 
a blow-torch, about 2 mm. or 3 mm. 
in depth. 

17. Reinsert into the mouth, and 
instruct the patient to go through his 
chewing movements in extremes: to 
the right, left, and protrusive and 
intermediate positions. The cusps of 
the upper teeth will mash down and, 
so to speak, mark a path for them- 
selves on the heated side, but a pa- 
tient will not lower his vertical di- 
mension, because the opposite side 
and the anterior region have not been 
heated. 

18. Remove the bite-rim from the 
mouth; chill; scrape the lateral inter- 
ference again where the patient has 
chewed. 

19. Repeat this step on the opposite 
side. It will be easier for the patient 
to perform these movements now, for 
one side has been chewed-in and ac- 
commodated to his opposing teeth. 
Chill and scrape off lateral interfer- 
ence again. 

20. Heat the anterior region from 
cuspid-to-cuspid and have the pa- 
tient go through the same move- 
ments. After chilling, scrape off all 
interference. 

21. Place the bite-rim back in the 
mouth and have the patient put the 
mandible in every conceivable posi- 
tion, including the chewing position, 
and carefully watch to see if there is 
any interference in any position any- 
where. If there is, either heat that area 
or correct it by scraping and keep on 
doing this until the patient can move 
freely without interference in any po- 


sition. The bite-rim should fit per- 
fectly on the working side and have 
a balance on the opposite side. Some 
of the anterior teeth should touch the 
bite-rim in either position. 

22. Remove the bite-rim from the 
mouth; dry it, and place Kerr’s utility 
wax. Be sure to cover the entire chew- 
ing area of the bite-rim. 

23. Place the bite-rim in the mouth 
and have the patient go through all 
conceivable movements, including the 
habitual movement of mastication. 

24. Remove carefully from the 
mouth (Fig. 14); place gently on the 
articulator (Fig. 15); paint the stone 
as for inlay investments, covering 
with a camel’s hair brush the entire 
occlusal area of the wax (Fig. 16). 
Wait until it sets (Fig. 17). 

25. Pour the opposing half to the 
vacant member of the articulator 
(Fig. 18). When set, separate, and re- 
move the chewed-in bite-rim. The 
result is the cast of the mandible, and 
instead of the upper teeth opposing it, 
a composite of all the patient’s move- 
ments is had in stone (Fig. 19). In 
other words, the upper cusps have 
made paths for themselves in any po- 
sition where they have been or are 
going to go. 

All casts are indexed so as to en- 
able the operator to place them back 
on the articulator after processing 
in order to correct any imperfection 
that may have cropped in during vul- 
canization or processing (Fig. 20). 

26. The lower waxed-up teeth are 
placed on the cast for observations 
(Fig. 21). If some of the teeth are too 
short or too long, either lengthen 
them or shorten them, as they are still 
in wax, without changing the buccal- 
lingual or mesio-distal position. This 


Fig. 18—Complete plastering to upper 
member of plain-line articulator. 


Fig. 19—How articulator will look when 
opened and chewed-in bite-rim is removed. 


Fig. 20—Lower waxed set-up placed on 
articulator and teeth adjusted to bite. 


Fig. 21—Bite checked with Prussian blue 
for surface-to-surface adjustment. 


Fig. 22—Cast must be indexed before 
processing. 


Fig. 23—Denture placed back on articu- 
lator by index method after vulcanization 
and discrepancies, due to processing, are 
corrected. 
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is repeated for the anterior teeth just 
to an up-and-down movement. 
27. Having done that, examine for 


high cusps wherever they may hap- — 


pen to hit and mark them so as to 
make a surface-to-surface contact 
with as little cusp destruction as pos- 
sible. Doctor F. S. Meyer of Minneap- 
olis suggests painting the stone with 
Prussian blue and correcting the 
marked spots as well as possible. 

28. The lower denture is processed 
and placed back on the articulator 
where the necessary corrections are 
made (Fig. 23). 

29. After finishing and polishing 
are done the denture is ready for in- 
sertion. 

30. The denture should now func- 
tion in every excursion without any 
adjustment or correction whatever. 


Comments 


1. The success of this technique de- 
pends on as good an impression as is 


Announcement of Books Received 


PERSONAL AND COMMUNITY HEALTH, By C. E. Turner, A.M., Sc.D., Dr. P. H., Fifth Edition, St. Louis, The 


C. V. Mosby Company, 1939. 


PARTIAL DENTURES: A System of Functional Restoration (206 Engravings), By Ferdinand G. Neurohr, 


possible to obtain in order to elimi- 
nate all possible movements during 
the chewing-in period. In any tech- 
nique, time spent in securing accurate 
impressions will prevent remakes, 
and the operator will have the satis- 
faction that he has given the patient 
the best possible attention and sta- 
bility. 

2. The trubase must be made with 
great care so as not to have any warp- 
age or rock; any fault in the trial base 
will be incorporated in the finished 
case. 

3. The plain-line articulator must 
be immovable. Even the best plain- 
line articulator has too much move- 
ment from my point of view, and I 
prefer to use a Hooper duplicator. 

4. The technique described also ap- 
plies when only one denture is neces- 
sary to oppose whatever denture the 
patient already has. 

5. This technique is based on a 
chewed-in bite-rim. Chewed bite- 


D.D.S., Lea & Febiger, Philadelphia, 1939. 


THE CANNED FOOD REFERENCE MANUAL, New York, American Can Company, 1939 (Accepted, American 


_ Medical Association Council on Foods). 


DENTISTRY FOR CHILDREN (Illustrated), By John Charles Brauer, D.D.S., A.B., M.Sc.; With Special Chap- 
ters By L. B. Higley, B.A., D.D.S., M.S. and Julian D. Boyd, M.S., M.D.; Philadelphia, P. Blakiston’s Son & 


Co., Inc., 1939. 
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rims are not new. As long ago as 1925, 
Doctor Frank Wardsword descri:ied a 
technique involving chewed-in »ite- 
rims in which plaster and grinding 
compound were incorporated ir the 
two bite-rims, and as the patient 
chewed one against the other. he 
presumably worked in his own curve, 
taking no consideration of the paths 
that the fassets of the teeth would 
make. It remained for Doctor Meyer 
to suggest that the cusps of the teeth 
themselves can be used to establish a 
functional occlusion. Doctor Brenner 
of Milwaukee has also worked along 
these lines with considerable success 
by introducing a central bearing screw 
into the same idea. I prefer the 
method described in this article be- 
cause it consistently gives satisfactory 
results which can otherwise be ob- 
tained only if one employs precision 
techniques. 


1314 Eighteenth Street. 
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R. E. RAMAKER of Missoula, Montana, 
in a dramatic demonstration before a 
dental group showed that the forces of partu- 
rition could themselves be factors that pro- 
duced serious malocclusions. In the passage 
of the baby through the birth canal, the head 
is subject to terrific pressures. Sometimes 
modern obstetrical practice itself in its zeal 
to shorten the hours of labor puts into action 
traumatic forces that may distort the jaws and 
the face. Ramaker shows, for example, that 
the hand of the obstetrician in handling the 
head may produce a force upon the jaws that 
results in a serious malocclusion. When the 
index finger of the obstetrician is placed in 
the baby’s mouth an anterior displacement of 
the maxilla may result which unlike other 
molding processes of the head at birth does 
not correct itself. Likewise the instruments 
used in obstetrics, according to Ramaker’s con- 
cept, may produce serious facial deformities. 
After birth the leverage produced by improper- 
ly designed nipples and nursing bottles may 
produce improper stresses upon the jaws, 
causing malocclusions. With the jaws as a 
fulcrum and the weight of an unsupported 
bottle at the end of a lever arm, it is easy to 
see how the upward and forward thrust pro- 
duced in the roof of the mouth by the nipple 
may throw a maxilla into anterior relationship. 

Alexis Carrel, whose book MAN THE UN- 
KNOWN should be required reading for dentists 
and physicians, is doing a series of articles 
on medical subjects for the Reader’s Digest. His 
first article! on BREAST FEEDING FOR BABIES 
should be of particular interest to dentists. 
Doctor Carrel points out that as women ascend 
the economic scale they escape from the tradi- 
tions of their grandmothers with regard to breast 
feeding and accept the modern attitudes to- 
ward artificial feeding. Ninety per cent of 
women, according to Carrel, in the upper in- 
come brackets feed their children by artificial 
methods whereas only between 10 per cent and 
4) per cent of women in the lower income 
brackets use these methods. Carrel points out 


that human milk contains chemical elements 
1Carrel, Alexis: Breast Feeding for Babies, Reader’s Digest, 34:1 (June) 1939. 


in proportions that no artificial formula has 
ever been able to duplicate. He emphasizes 
that the child who is suckled at his mother’s 
breast has a greatly reduced mortality rate and 
that his resistance to disease as a child and 
even in later life is definitely raised. 

Of interest to dentists is the prominence 
that Carrel gives to the statement that breast 
feeding stimulates the symmetrical develop- 
ment of the face: The act of suckling requires 
contractions of the muscles of the face, the tongue, 
and neck, alternative movements of the lower jaw, 
and breathing through the nose. At the same time, 
the infant presses the breast with its little hands, as 
puppies do with their paws, in order to increase the 
flow of milk. Suckling is a hard task. It is the first 
physical effort to which man is subjected. This effort 
brings about the optimum development of the jaws, 
the nose, and the roof of the mouth. It enhances the 
beauty of the visage and the quality of the voice. 

C. D’Alise of Naples, Italy, writing for the 
American Journal of Orthodontics and Oral 
Surgery,? also considers this subject from the 
same point of view that Carrel does. Doctor 
D’Alise goes so far as to say that: the eruption 
of the two mandibular central incisors and of the 
maxillary central incisors lets us see not only their 
own function of cutting the foods, but also shows us 
that they establish the anteroposterior and the central 
relations between the mandible and the maxilla. The 
thickness of the woman’s nipple establishes and main- 
tains the height of the dental arch until the first de- 
ciduous molar has reached its normal height. 

If we are going to do our share to prevent 
dental caries and malocclusions by seeing that 
children get the best nutritional fortification and 
muscular development, we should tell women 
whocome to us for dental care during their preg- 
nancies the importance of breast feeding. 
We should quote at least these few sentences 
from Carrel: Artificial feeding is partly respon- 
sible for the protruding upper jaw, recessed chin, 
ill-formed nose, flattened mouth arch, which many 
children display today. These malformations cause 
defective dentition, and predispose to infections of the 
tonsils, pharynx, ears, and sinuses. It is highly prob- 
able that breast |suckling considerably reduces the 
bills to be paid later to dentists and the nose and 


throat specialists. 


2D’Alise, C.: The Mouth: The Important Center of Life’ and of Development 
of the Human Organism: Sucking, Weaning, and Mastication, Am. J. Orth. & 
Oral Surg. 25:452 (May) 1939. 
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Planning 
Invisible Margins 
for Anterior 


Bridge Abutments 


A. LAURENCE DUNN, 
AS, 
Santa Barbara, California 


DISFIGUREMENT OF anterior teeth with 
unsightly gold when used as bridge 
abutments can be prevented through 
careful planning. Determination of 
the location that the anterior or 
visible margin of the abutment inlay 
will assume can be made in advance 
in a safe and positive manner. The 
case illustrated and discussed here 
will be that of the extraction and res- 
toration of an upper lateral incisor 
(Fig. 1). 


Technique 


1. Construct a transitional partial 
denture.1 

2. Extract the incisor and seat the 
appliance as in an immediate resto- 
ration (Fig. 2). | 

3. It is possible now to prepare the 
proximating cuspid without inter- 
ference. The cuspid will provide the 
main support, with a mesio-lingual 
pin-inlay or a three-quarter veneer 
crown, whereas the central incisor 
will provide the secondary support, 
with a small gold foil carrying a finger 
rest from the pontic. 

4. Adapt to place the porcelain fac- 
ing that will be used in the fixed 
bridge, dressing and fitting it until it 


1Dunn. A. L.: A Safe Transitional Partial 
— DENTAL DIGEST, 45:67 (February) 


Fig. 1—Upper left lateral incisor to be 
extracted and restored. 


Fig. 2—Tooth extracted and _ transitional 
restoration placed. 


Fig. 3—Swabbing on a layer of white 
varnish. 


Fig. 4—Scratching on varnish the line 
lanned as the anterior limit for inlay to 
seated on cuspid. 


Fig. 5—Appearance of line marked on 


mesial surface of cuspid. Porcelain facing for lateral has been set aside. 


has assumed its final position. Per- 
haps the facing of the transitional 
appliance may be accepted as having 
the final form contemplated for the 
fixed bridge. 

5. Holding the porcelain facing in 
position, dry it with compressed air; 
likewise dry the proximating tooth. 

6. Swab on a layer of white varnish, 
colored cavity lining, or finger nail 
polish (Fig. 3). White cavity lining 
can be made by dissolving white 
gutta-percha or temporary stopping 
in chloroform. White cavity linings 
are also available at the dental de- 
pots. Those which are the most tena- 
cious and brilliant may be used. Be 
Sure to dry thoroughly and to swab 
the varnish deeply into the inter- 
proximal space; then, dry the varnish 
with compressed air. 

7. Carefully plan a line that will be 
acceptable as marking the anterior 
limit for the inlay to be seated on the 
cuspid. Scratch that line on the white 
varnish with an explorer (Fig. 4). 
With the porcelain facing set aside, 


the line marked on the mesial surface 
will appear as in Fig. 5. 

8. Using a small knife-edge stone 
or a Joe Dandy disk, cut in the enamel 
a fine groove 0.5 mm. lingually to the 
line marked in the white varnish. 

9. Proceed lingually this 
groove and complete the cavity prep- 
aration. Preserve the groove carefully 
and guard against its extension far- 
ther to the labial. If no cutting is 
done anteriorly to this groove, no gold 
need show on the abutment tooth. If, 
however, the selection of that limit 
has been careless or if a disk or stone 
has been handled improperly during 
the inlay preparation, unsightly gold 
will show. 

10. Fitting the porcelain in place 
as the restoration approaches the 
final stage will assist in determining 
the proper fullness of the labial bevel. 


Proper Planning Essential 

Any abutment tooth with a severe 
constriction in the gingival one-third, 
such as the strong tapering or ovoid 


types, should be studied carefully. 
Here it is easy to carry the labio-gin- 
gival angle so far gingivally that the 
result is an unsightly area of gold. 
The correction lies in proper plan- 
ning of the original line scratched in 
the white varnish, reaching with the 
explorer farther back into the inter- 
proximal space as the mark ap- 
proaches the gingiva. 


Advantages 


The technique outlined here for the 
predetermination of the anterior 
limit of an abutment inlay will give a 
double benefit: First, nothing more 
than the finest line of gold will show 
—only that amount necessary for 
proper cleansing of the tooth. This 
can be demonstrated to the skeptical 
patient before any cutting is done. 
Second, the technique will establish 
in the mind of the operator the justi- 
fiable conviction that with careful 
attention to detail, he will get esthet- 
ic results. 


1836 State Street. 
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F inger Bracing in Exodontia 


VICTOR H. FRANK, D.D.S., Philadelphia 


IN GENERAL DENTISTRY the fingers have 
been used to brace instruments and 
protect them from slipping. There is 
the pen grip in which the third finger 
rests against the tooth and prevents 
excess cutting or undue force being 
applied. There is also the hand grip 
in which the thumb of the right hand 
acts as the support on the tooth with 
the instrument held in the other four 
fingers. Both of these grips are uni- 
yersally used in operative dentistry 
and are valuable aids in the control 
of instruments. 

In exodontia the pen grip and hand 
grip mentioned are of little value. 
The whole of the right hand is ap- 
plied to the forceps or elevator, and 
as a consequence there is no protec- 
tion against pushing the beaks in too 
far or bracing while exerting the 
pressure necessary to remove the 
tooth. 

Placing the left hand on the alveo- 
lus or face and the left thumb firmly 
against the forceps or elevator pro- 
vides a brace that works exception- 
ally well. In pushing or pressing up 
the side of the root the left thumb 
against the blade restrains the blade 
and prevents slipping and thus injur- 
ing tissue. When the beaks of the for- 
ceps are engaged with the root and 
traction is exerted, the left thumb 
likewise acts as a brace in preventing 
the forceps from jumping off the 
tooth, or in preventing too sudden a 
release of the tooth. This grip like- 
wise prevents the forceps from hit- 
ting the opposite teeth or lips. As the 
operator becomes more dextrous the 
index finger may also be used when 
it is convenient to do so. 


Fig. 1 (Upper left)—Application of an 
elevator to loosen upper anterior tooth 
illustrates the fundamental principle: left 
thumb used as a (1) brace; (3) a counter- 
pressure control; (3) protection. 


Figs. 2, (Upper right), 3 (Lower left), 4 
(Lower right), of forceps 
in four corners of mouth, showing use of 
left thumb as a brace and a counter- 
pressure control to prevent slipping. 


Advantages 

1. Accuracy in the force applied is 
insured through the use of both 
hands on the instruments. 

2. Control is had over the force ap- 
plied as a result of the additional use 


of the left thumb as a link between 
the patient and the instrument. 

3. Protection of the lips and oppos- 
ing teeth is provided by the grip 
recommended. 

1800 Pine Street. 
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Well, Doctor, 
You’d Be Good and 
Sore, too!’’ 


“Here I've been coming in and coming 
in, hoping I'd finally get a plate that 
would fit and work right . . . and instead 
of that, after all this time, the thing 
still hurts, and doesn’t work, and I can’t 
use it!” 

Once in a while this happens even to 
the best operators. And what is there to 
say to the patient in this state of mind? 
Just one thing—‘We’ll have to start at 
the beginning and make it over.” 


Why Not Practically Do Away With 
the Grief of Misfit? 


Thousands of dentists, from Sioux City 
to Singapore, have discovered a great 
help in preventing misfit, and practically 
assuring for every case the extra high 
degree of adaptation to the soft tissues 
which makes for a superior denture. 

It’s simply this: Use of Dr. Kelly’s 
Impression Paste for correction of every 
impression taken in the course of new 
denture construction or rebasing. 


Why not give “Kelly's Paste” a real 
trial? Order from your dealer. There is 
no risk. Full credit if you don’t like it. 
Package $2.50 (Only a few cents an 
impression ). Kelly-Burroughs Laboratory, 
Inc., 143 N. Wabash Ave., Chicago. 


Dr. KELLY’S 


Impression Paste 


[ For full information with suggested 
technics send coupon, page 294 
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NOTES ON THE 


After the King eee 


Into Winnipeg in the footsteps of the 
King and Queen. The bunting and 
the flags are still in place. The people 
are still monarchial-minded. Drink- 
ing toasts to their Britannic Majes- 
ties must have produced weird up- 
heavals in the green land of Tipper- 
ary, in the graves of the O’Ryans and 
the Davlins. One crosses from the 
United States into Canada without 
any feeling of entering into a foreign 
country. I am reminded of the para- 
graph in the Pulitzer prize-winning 
editorial as we ride through the wheat 
fields: “In this land of ours, this 
America, there is no fortification 
along the several thousand miles of 
the northern border. In the great 
fresh water seas that partly separate 
it from another dominion no naval 
craft plies the waters...” 

The members of the Western Can- 
ada Dental Society have called their 
five visiting essayists the quintuplets: 
Viner of Omaha; Morgan of Toronto; 
LaDue, Tylman and Ryan of Chicago, 


and to each vf them was presented 
a silver tray. Morgan, speaking his 
acceptance speech for all the quints, 
said, “I am grateful for my four 
‘woom’ mates.” The hospitality of 
Harry Garvin, Howard Merkeley, J. F. 
Morrison, N. C. Carmichael, Bill Tay- 
lor, Manley Bowles, and Pat Galla- 
gher leads the highlights of this 
meeting. Incidents worth remember- 
ing: The grave formality of the 
waiters who carry ice water to your 
room; the “Hear-Hear” mark of ap- 
proval and applause of listeners; the 
visit with Premier John Bracken of 
the Province of Manitoba; and the 
literary gem of Stanley Tylman who 
in describing the prosaic subject of 
fixed bridges, philosophized thus: 
“Senescence is the antonym of 
youth.” 


Talks to Inventors... 


Almost every week, some dentist 
with the light of a great discovery 
shining in his eyes presents some gad- 
get or contraption which he expects 
to revolutionize the world, free him 
from the dental chair, and make him 
a rich man. Dental inventors should 
first try to make things that are nec- 
essary and that will produce a more 
efficient service. Trinkets and whirli- 
gigs and gewgaws which make the 
practice of dentistry more complex 
and fuss-budgety are valueless. Every 
dentist has a drawer full of gadgets 
that he bought in a weak moment: 


POLISHERS 
ARE PREFERRED 


In your practice, prophylaxis 
cases can become a pleasant 
and profitable procedure — if 
ou employ Young's purpose- 
ully designed Polishers, and 
specialties. The BS Polishers 
with special corrugated rubber 
cups retain the abrasives and 
hold them against the surface 
. . . that’s why they clean so 
thoroughly. Polishers wrap firmly 
over tooth, even under free 
gum margin. It is a gentle, 
effective prophylaxis all the wa 


the new 


Write for Young's folder-catalog illustrating 
Angle Handpiece, the Medicator 
& Masseur, Mandrels and Polishers. 


through. The new Young Pol- A sample 
ishing Angle (made of stainless BS Polisher J 
steel) is suggested in conjunc- __will be sent & < 
tion with BS Polishers. freeonrequest FR dee 

(Use coupon page 294) 
YOUNG DENTAL MFG. CO. 4958 Suburban R. W. — St. Louis, Mo. 


tis 
> 
$3 
; 
be 
| 
- 
; 
Pec 
4 | 
° 
& 
a + 
» H 
4 
ala 
| 


SS 


LOCAL anesthetic solution that 
you can inject without fear of un- 
pleasant, uncomfortable patient-reac- 
tions ... one that is entirely compatible 
with the tissues . . . one that will not 
hamper Nature in her effort to effect 
quick, normal healing after extractions. 
These are the attributes for which you 
are searching in an anesthetic solu- 
tion. These are the requirements of the 
entire dental profession in selecting the 


anesthetic solution that will meet its 


exacting standards. 

And, shrewd, successful dentists are 
more and more considering Novocain- 
Cobefrin in their search for such a local 
anesthetic. 

There are thou- 
sands of den- 


In YOUR Search for a 
Safer, Better lolerated 
Local Anesthetic.. Consider 


NOVOCAIN ~“ COBEFRIN 


Novocain-Cobefrin possesses an impressive rec- 


& ord of successfu! clinical use. Published results 


of closely controlled tests in private and hospital 
clinics point out its advantages even in pa- 
tients in whom unfavorable results were ex- 
perienced after injections of solutions contain- 
ing epinephrin. 


lution that most nearly meets those 
requirements. 

Novocain-Cobefrin possesses a back- 
ground of pharmacological and clini- 
cal research—the basis upon which it 
was first offered to the profession—one 
which is constantly being enlarged 
upon... 

However, it is upon its successful 
clinical background of millions of in- 
jections in actual practice that we rec- 
ommend it for consideration in your 
search for a safer, better tolerated solu- 
tion. It is available from dental dealers 
in the regular Cook or R. B. Waite car- 
tridges or ampules and in cartridges 
that enable 
you to alkalin- 
ize the solution 
to a pH approx- 
imating that of . 
the tissue fluids. 


Varick Street, New York, N. Y. 


Novocain and 
Cobefrin, Reg. 
Trademarks, 
Winthrop Chem- 
ical Co., Inc 
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Entirely NEW in Style...in Beauty. ..in Design...in Price, 
Castle “90” brings your office “Single Standard” hospital technique. 
Easy hand filling gives Bacteriological Safety. Foot-lift prevents 


a 


Ba WILMOT CASTLE CO., 1109 UNIVERSITY AVE., ROCHESTER, W. Y. 


ASTLE STERILIZERS 


hand contamination” . Cast Bronze Boiler for lifetime leak-proof 
and, of course, there’s the Double Full Automatic gs i 


fancy matrixes, peculiar articulators, 
queer operating lights, and endless 
concoctions and medicaments. For a 
while a dentist in his enthusiasm for 
playthings uses this or that gadget 
but all the toys find their way into 
the Sargasso Sea of dental flotsam 
and jetsam. Before a dentist spends 
too much on patent lawyers and pat- 
ent searches, on the making of mod- 
els and dies, he should attempt to 
find out whether his device would 
have a large market, to determine 
whether his brainstorm would sim- 
plify the practice of dentistry or add 
to the clutter. He should be certain 
that his invention has a reason for 
being in the dentist’s armamenta- 
rium. There are more than 65,000 den- 
tists in the United States and I sus- 
pect that everyone of them secretly 
harbors some invention — 64,000 of 
which inventions we hope will never 
see the light of day but will remain 
glints in the eyes of their inventors. 


Postman’s Holiday... 


Returning from Winnipeg we stop 
over for a visit with Vern Irwin of 
the Minnesota State Department of 
Health and Lou Cruttenden, Secre- 
tary of the Minnesota State Dental 
Society. But like the proverbial post- 
man’s holiday we gravitate toward 
the meeting of the Minnesota State 
Medical Association. The sessions of 
this Society start as early as 7:30 in 
the morning. The speakers are allot- 
ted only fifteen minutes which means 
fifteen minutes. There seems to be 
less hilarity than one sees and hears 
at dental meetings. The idea of fif- 
teen-minute programs is excellent 
and it would be fine to emulate this 
practice in dental societies. If we did, 
we might get away from the long pre- 
ambles that drag in the dental dis- 
eases of the Etruscans and the erudite 


| 


Plate patients appreciate 
having Lavoris prescribed 
to prevent irritation. 


The Dental Digest 
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preliminaries that so many dental 
essayists insist on incorporating in 
their papers. One need not review 
Euclid to talk about balanced occlu- 
sion nor the development of agricul- 
ture to present a story on dental 
earies. The long-drawn out essays 
that we hear from busy men remind 
one of the man who said he didn’t 
have time to write a short story, so 
he wrote a book. We need more short 
stories and more fifteen-minute es- 
says. Whoever knows his subject can 
tell it quickly, directly—and in fifteen 
minutes. 

The Center for Continuation Study 
at the University of Minnesota is the 
most inspiring (and I use the word 
with care) continuation method of 
professional schooling that I have 
ever observed. On the campus of the 
University is a new modern building 
that houses and feeds eighty people 
at a time. People can come here for a 
week’s intensive study and never be 
required to leave the buildings of the 
campus. Many medical courses have 
been offered under the directorship 
of William A. O’Brien, M.D. of the 
department of postgraduate study 
but to date only one course in a den- 
tal subject has been offered. The ob- 
jectives of the Center are well de- 
scribed in the general announcement 
of the study course: “The purposes of 
the new department are epitomized 
in its name. It is a center in which 
students live and work together dur- 
ing their period of residence on the 
campus. It is a continuation school 
in the sense that it is designed to 
give opportunities for acquiring fur- 
ther education to those who already 
have received the usual professional, 
technical, and general instruction in 
the regular schools and colleges. Em- 
phatically it is a place for definite 
study rather than for conventions or 
social gatherings.” 


Strawberries in December... 


Not so many years ago the farmer 
lived in feast and famine. When the 
crops were bountiful, he lived high 
but in the long winters, he survived 
by what had been pickled and pre- 
served from the full of the harvest 
and from his meats that had been 
smoked in the time of plenty. Now 
Farmers’ Cooperatives have extended 
their field of activity in the coopera- 
tive buying of consumers’ goods to in- 
clude refrigerated food lockers, simi- 
lar i: the locker principle to the safe- 
ty coposit boxes in a bank. Beef, 


Size, 
64 pages; 

133 illus- 

trations. 
Free. 


Completely to give full 
information on the latest developments 
in all of radiodontics- 


bev INTRODUCTION by Eastman of the 3 distinctive 
time-saving products, Eastman R-P Periapical Dental 
Film (Rapid Processing), Eastman Concentrated X-ray 
Developer, and Eastman Concentrated X-ray Fixing Solu- 
tions, has made necessary comprehensive revisions of the 
radiodontic manual, X-rays in Dentistry. 

Through 6 previous editions, this complete handbook 
has been accepted by dentists everywhere, as an authori- 
tative treatise on efficient radiodontic procedure. All types 
of dental radiographs are thoroughly discussed. . .the most 
practical processing methods are explained in detail. 


Now—a New Edition 


The new, 7th Edition of X-rays in Dentistry presents 
exposure technic and time-saving processing procedure 
based on Eastman R-P Film and Eastman Concentrated 
X-ray Chemicals. New accessories are introduced. 

Every dentist operating an x-ray unit will find this book 
invaluable. It contains 60 pages with 133 illustrations— 
radiographs, photographs, diagrams; has appended a 4-page 
price list. For your copy, mail the coupon below 
._. .there is no charge or obligation of any kind. 


EASTMAN KODAK COMPANY, Medical Division 
345 State Street, Rochester, N. Y. 


@Be sure to visit the Kodak Please send me a free copy of the new, 7th Edition of 
Building at the New York X-rays in Dentistry. 

World’s Fair— One Hundred 

Years of Photography ... Cav- Name 


alcade of Color... Kodak 
in Dentistry, Medicine, Sci- 
ence, Education. Photographic No. and St. 
experts to assist you. You'll 
find this a genuinely worth- 
while exhibit. City and State 


(Or please use coupon on page 294) 


July, 1939 
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You can save a dollar when you buy 
Ames Duplex Package—two 
$3.00 items for $5.00. 


Hot 


The W. V-B. Ames Company, Fremont, Ohio. 


ather 


Suggestion 


During the summer months extremely high temperatures and excessive hu- 
midity make it more difficult to mix any dental cement and obtain the best 
possible results. Under extreme heat conditions spatulate Ames Crown and 
Bridge Cement slightly faster than you do normally, and this is especially 
true when using the Gray Brown powder. In our technical booklet, “Ques- 
tions and Answers,” you will find this and other helpful facts about dental 
cements. Write for a copy. (Use coupon, page 295). 


THYMOL 
ANC CEMENT 


THYMOL ZINC CEMENT (Jamesson) 


An entirely new material for the treatment of inflamed 
or men pulps. 

As its name indicates, it is a Thymol preparation 
which has an unusually strong bactericidal action. 

We are sure you will want to investigate this new 
material. We suggest that you send for our very 
comprehensive booklet prepared by Dr. Paul Jamesson. 
Use coupon on page 295. 

This booklet not only supplies directions for using 
Thymol Zinc Cement, but also discusses pulp treat- 
ment from the viewpoint of a practicing dentist. 

Thymol Zinc Cement can be purchased through 
dental dealers. The price for a complete package is, 


$3.00 


BUFFALO DENTAL MANUFACTURING CO., Buffalo, N. Y. 


The Dental Digest 


strawberries, butter, chickens and 
other products of the farm are ca: ried 
to one of these Farmers’ Cooper:itive 
Food Lockers where they are quickly 
frozen to 10 below zero and then held 
at a constant temperature in the {ood 
locker at 10 above zero. Fish tha‘ are 
caught at the time of high sun in 
July can be eaten in the cool of the 
autumn. Strawberries picked in their 
red ripeness in June can be eaten for 
Christmas dinner. 

I have a hundred baby chicks scur- 
rying around in their enclosure. Peas 
and beans are ripening on the vine, 
and I look enviously at my neighbor’s 
steers, visualizing a hind quarter 
ready for my food locker. Our one 
lone hog, wallowing in the mire, 
seems to be suffering from inordinate 
porcine placitude. My hired man tells 
me he is sure the hog has the thumps 
and suggests a blood-letting opera- 
tion. He cuts off part of the hog’s tail 
and assures me that in a day or so 
the hog is greatly improved after his 
venisection. I don’t recall ever having 
seen in MacCallum’s TEXTBOOK ON 
PATHOLOGY a description of thumps, 
but I find in a hog-raiser’s manual a 
neat little article on the subject which 
says that thumps is a form of anemia. 
Blood-letting is my hired man’s treat- 
ment for anemia! 

City folks are slow to realize that 
modernity has come to the farm. We 
do have electric lights, indoor plumb- 
ing; we see the daily papers. Now 
when city slickers are eating from 
their cans and clamor in the delica- 
tessen, we country bumpkins will be 
eating frozen fresh fruits and vege- 
tables. With modernity we can change 
the old song, “How You Gonna Keep 
Them Down on the Farm After 
They’ve Seen Broadway” to How They 
Gonna Live on Broadway After 
They’ve Seen a Modern Farm? 


Hobby-Lobby.. . 

When people outside the medical 
and dental field become inspired pro- 
tagonists for the professions, one 
wonders if there may not be some- 
thing behind their motives that bears 
examination. The National Commit- 
tee to Uphold Constitutional Govern- 
ment has recently sent out some 
heavy mailing pieces to the dentists 
and physicians of the country. This 
National Committee is under the 
chairmanship of Frank E. Gannett, 
the newspaper publisher. It is the 
committee that successfully fought 
the court-packing and reorganization 
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pills of the President. The fight 
against the Wagner National Health 
Act is the third battle that this Na- 
tional Committee has undertaken 
which they do not anticipate to be 
as easy aS the other two, because 
medical care in all its aspects is more 
personal, more applicable, more eas- 
ily understood, and more dramatic 
than either the subject of court-pack- 
ing or reorganization of the federal 
government. It is easier to dramatize 
a bellyache than a Justice of the Su- 
preme Court. It is easier to describe a 
deathbed scene than a rule of dic- 
tatorship under a President. 

Along with the literature of this 
National Committee to Uphold Con- 
stitutional Government, blanks are 
enclosed for those who wish to enlist 
for the “battle of 1940.” We do not 
know whether any dental organiza- 
tion has formally endorsed this lobby 
or not but the presence of Mr. Gan- 
nett on the program of the American 
Dental Association meeting in Mil- 
waukee suggests that perhaps there 
is at least an understanding between 
this National Committee and the 
American Dental Association. 


No More Drums... 


So far as I know, no one has sug- 
gested this simple remedy as a pre- 
ventive of war. Break all the drums 
and smash all the bugles of the coun- 
try, because there is something about 
martial music, even at 6:30 in the 
morning that makes one look around 
for a cause and a recruiting office. I 
don’t know enough about the theory 
of music to know what there is about 
a band and a parade that most of us 
can’t resist. The World Peaceways, 
Inc. had some copy in this magazine 
last month which showed a family 
portrait, in which all the members 
of a family and the dog posed wearing 
their pretty gas masks. Let’s break 
the drums and smash the bugles and 
shun heel-clickers and right-arm 
raisers and goose-steppers and radio- 
inciters and all the forms of war- 
mongering!—E. J. R. 


NO LONGER WITH 
THE DENTAL DIGEST 


S. Lichtig, formerly associated 
with the circulation department 
of The Dental Digest, is no 
longer connected with the pub- 
lication. 
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FREQUENCY” 


“SCIENTIFIC — 
DETERMINING TOOTH VITALITY 


RESEARCH AND DEVELOPMENT DIVISION 
CHICAGO, ILLINOIS 
TO THE DENTAL PROFESSION: 
In announcing the new "HIGH FREQUENCY" Induction 
Vitalometer, we can safely say that in this instrument 
we have developed the peer of all pulp testing devices. 


It ig the result of over seven ycars research and 
experimentel work on pulp testing. During that time we 
have tested evory known means of determining tooth 
vitality. 


Our own and independent tests, comparing the principle 
employed in every commercially offered modality for pulp 
testing, reveal: 


IN ACCURACY THE "HIGH FREQUENCY* INDUCTION 
VITALOMETER EXCEEDS ALL OTHERS BY A VERY HIGH 
MARGIN. 


IN SAFETY FOR PATIENT AND OPERATOR IT IS 
UNQUESTIONABLY FOOLPROOF, AS ANY ELECTRICAL 
ENGINEER WHO EXAMINES THE PRINCIPLE AND 
CONSTRUCTION CAN TESTIFY. 


IN PRINCIPLE IT EMPLOYS A FORM OF ENERGY NOT § 
DUPLICATED OR APPROACHED IN ANY COMMERCIALLY 
OFFERED MODALITY INTENDED FOR DENTAL VITALITY 
DETERMINATION. THE PRINCIPLE IS NEW, 
SCIENTIFIC AND IN DIRECT LINE WITH THE LATEST 
PROFESSIONAL RESEARCH ON THE SUBJECT. 


We are proud to be identified with this instrument which 
provides a new standard of accuracy and diagnostic value 
for so important a diagnostic procedure as the testing 
of tooth vitality. 


For Further Information Write 


"BURTON MANUFACTURING co. 


Burton Building, 3855 N. Lincoln Ave., Chicago, Ill. 


BURTON 


VISIT BOOTHS 146-147 AT A.D.A. CONVENTION | 


FOR RAPID RECOVERY OF COMFORT 


after extraction, recommend MU-COL to the patient 
Mu-col 
“Wwe 


as a mouth cleanser and bacteriostatic. It aids 
normal granulation and because of its soothing, 
cooling effect it is superior to ordinary e solu- 
tions in bringing relief. Use it also at the chair, 
as a general mouth wash and asa cleanser for den- 
tures. MU-COL, in powder form, is non-deteriorating, 
inexpensive in solution, quickly soluble—a depend- 
= saline, alkaline product, in dental use for over 
years. 


PLEASE SEND MU-COL SAMPLES 

! THE MU-COL CO. 

Buffalo, N. Y. 


(Or please use coupon on page 294) 


July, 1939 
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Waen it doesn’t, the answer may go clear 


back to the impression compound. 


Other compounds may look like Kerr, work up like Kerr, feel like Kerr. 
But no imitation can duplicate Kerr minimum shrinkage, Kerr rigidity at 
mouth temperature—Kerr accurate, undistorted results. 


We are by far the world’s largest and most experienced manufac- 
turer of Impression Compound. We know the infinite care needed to 
produce such a product. And we have the necessary equipment 
to keep it uniformly up to quality. From our full knowledge, we 


offer you this earnest advice:— 
Don’t experiment! Take no need- 
less chances! Use Kerr Impression 
Compound every time! 

DETROIT DENTAL MFG. CO. 


REG. U.S. PAT. OFF 


IMPRESSION COMPOUND 


DENTAL MEETING 


The Dental Digest 


Federation Dentaire Internation- 
ale, Zurich, Switzerland, July 25-30. 

American Dental Society of Europe, 
annual meeting, Lausanne, Switzer- 
land, August 7-9. | 


National Dental Association, an- 
nual convention, College of Den- 
tistry, Columbia University, New 
York City, August 14-18. For infor- 
mation write to J. A. Jackson, D.DS., 
Charlottesville, Virginia. 


Congress of Australian Dental As- 
sociation, Melbourne, August 21-26. 


Fall Clinic of Montreal Dental 
Club, fifteenth annual meeting, 
Mount Royal Hotel, Montreal, Can- 
ada, September 27-29. 

University of Buffalo, School of 
Dentistry Alumni Association, thirty- 
ninth annual meeting, Hotel Statler, 
Buffalo, New York, October 11-13. 


American Society for the Advance- 
ment of General Anesthesia in Den- 
tistry, New York City, fourth Monday 
in March and October. 


District of Columbia Dental Society, 
second and fourth Tuesdays in each 
month from October to June, United 
States Public Health Auditorium, 
Washington, D. C. 

s 

Ohio State Dental Society, seventy- 
fourth annual meeting, Neil House, 
Columbus, Ohio, November 6-8. 

Louisiana State Dental Society, 
sixtieth annual meeting, Monroe, 
Louisiana, April 18-20, 1940. 

Minnesota Dental Association, an- 
nual meeting, St. Paul Auditorium, 
St. Paul, Minnesota, February 27-29, 
1940. 
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